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ñ Children of women with renal disease used to be born dangerously or not at all -

not at all if their doctors had their wayé 

ñ Nature takes a helping hand by blunting fertility as renal function fallsò

Lancet, 1975,801-802
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THE CASE 
A 24-year patientcomesto youroutpatientclinicfor thefirst time. Shehas a history
of hypertensionand vesico-ureteralreflux and òsomerenal insufficiencyó 

R/ metoprolol

Currentlab tests: 

Serum creatinine of 1,7 mg/dl/ eGFRof 39 ml/min/1.73m2  (CKD stage III) 

Proteinuria: 1,2 g/g 

Blood pressure: 

145/85 mm Hg office blood pressure

How are we going to counsel? 



PERSPECTIVESON PREGNANCYIN WOMENWITHCKD 

Systemicreview of qualitativestudies: 

(15 studies, n= 257)

Å 7 Major themes:
Å Pursuingmotherhood

Å Failure to fulfill socialnorms

Å Fearof birth defects (ie IS) and transmittinggeneticdisease

Å Decisionalinsecurityand conflict

Å Fearof graft loss

Å Future??

Å Witholdingemotionalinvestments

Å Control and determination

Å Exacerbatingdisease

Tong A et al, NDT 2015; 652-660



GENERALRULES-COUNSELLING: PATIENT TAILORED

LightstoneL J nephrol2012



MOST COMMON UNDERLYING DISEASE -TIMING
SLE 

Minimalchanges/focal sclerosis 

IgA nephropathy

Membranous

Vasculitis

DiabeticnephropathyT1 and T2

CAKUT

Hereditarynephropathy(Alport/ADPKD)  
ÍSpecific risks eg Alport: nephroticsyndrome

Timing of conception 
ÍDiabetes: adequately controlled blood pressure and glucose

ÍLupus nephritis: 6 m quiescentdisease

ÍGN: stabilizingdiseaseactivity mm Hg) 

ÍBlood pressurewell controlledand switch to non teratogenictreatment (<140/90 mmHg) (target in pregnancy: 135/85 mm Hg) 

To be as brave as the people we 

help                               NL/C-

APROM/FOS/16/0023
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GENETICCOUNSELLING

-25% of patientswithCKD Č family history

10%-20% of patientswithCKD Č mendeliancauses

10% of patientswithCKD Č òothersó or òunknownó



INCREASE IN AWARENESS IS NECESSARY Č INCREASE IN 
KNOWLEDGE 

Van Eerde et al, Kidney International 2016

~20% ESRD before age 25-30yr: 

monogenic hereditary
(Vivanteet al, Nat Rev Nephr2016; Van Eerde et al, Kidney International 

2016)



~20% ESRD before age 25-30yr: 

monogenic hereditary
(Vivanteet al, Nat Rev Nephr2016; Van Eerde et al, Kidney International 

2016)

ADPKD (PKD1)

Hereditary FSGS (egINF2)

Alport (COL4A5)

Branchio-oto-renaalsyndrome (EYA1)

Nefrogenicdiabetes insipidus 

(AVPR2/AQP2)

INCREASE IN AWARENESS IS NECESSARY Č INCREASE IN KNOWLEDGE 

Van Eerde et al, Kidney International 2016



6 OPTIONS FORCOUPLESCONFRONTEDWITHAN
INCREASEDRISK OF A CHILDWITHA GENETICDISEASE

conceivenaturally, no tests

conceivenaturally, prenataldiagnostictest, potentiallyfollowedby termination

spermor oocytedonation

adoption

have no children

preimplantationgenetictesting(PGT) / òembryoselectionó
Íidentifyingun-affected embryos

Íex vivo / beforeimplantation

Ípreventgeneticdiseasein followinggenerations

Í without terminationof pregnancy

depends on:

Å disease severity

Å patient preference

Å local availability



PREIMPLANTATIONGENETICTESTINGPROCEDURE

1. preparationtime

2. hormonetreatment, IVF / ICSI

3. embryo biopsy

4. genetictestingof 1 cell

5. embryo transfer

invasive

time consuming

successrate

Alsogeneticcounsellingfor non mendelian

causeseg CAKUT  



IMPACTCKD ON PREGNANCY?


